Male-perpetrated intimate partner violence is the most common form of violence against women, 1,2 and its prevalence in South Asia is among the highest in the world. 3, 4 In India, 34% of women of reproductive age reported ever having experienced intimate partner violence; 5 this violence has serious health consequences for both women and children, including poor nutritional status, 6,7 decreased mental [8][9][10] and reproductive health, 11-13 increased maternal and child mortality, 14,15 and limited health seeking. [16][17][18] Intimate partner violence in India occurs within the context of entrenched gender inequality. Preference for male children has led to sex-selective abortion, female infanticide, and neglect and abandonment of female children; 19 between 1950 and 2012, there were an estimated 58.9 million "missing" girls. 20 Gender discrimination during childhood results in differential allocation of nutrition, education and medical care, [21][22][23] which reflects the devalued place of females in society. Nearly half (47%) of all women aged 20-24 were married before the legal age of 18, 5 and as women move from their natal homes to share a home with their husband, his parents and his unmarried siblings, the protection provided by familial and community support networks is disrupted. 24 Because of patrilineal inheritance practices that diminish the social and economic worth of women, dowries that increase the economic burden of girls, 25 and dependence on sons in old age and death, 23 married women face pressure to prove their value and social worth through reproduction, and the production of sons in particular.
Male-perpetrated intimate partner violence is the most common form of violence against women, 1, 2 and its prevalence in South Asia is among the highest in the world. 3, 4 In India, 34% of women of reproductive age reported ever having experienced intimate partner violence; 5 this violence has serious health consequences for both women and children, including poor nutritional status, 6,7 decreased mental [8] [9] [10] and reproductive health, 11-13 increased maternal and child mortality, 14, 15 and limited health seeking. [16] [17] [18] Intimate partner violence in India occurs within the context of entrenched gender inequality. Preference for male children has led to sex-selective abortion, female infanticide, and neglect and abandonment of female children; 19 between 1950 and 2012, there were an estimated 58.9 million "missing" girls. 20 Gender discrimination during childhood results in differential allocation of nutrition, education and medical care, [21] [22] [23] which reflects the devalued place of females in society. Nearly half (47%) of all women aged 20-24 were married before the legal age of 18, 5 and as women move from their natal homes to share a home with their husband, his parents and his unmarried siblings, the protection provided by familial and community support networks is disrupted. 24 Because of patrilineal inheritance practices that diminish the social and economic worth of women, dowries that increase the economic burden of girls, 25 and dependence on sons in old age and death, 23 married women face pressure to prove their value and social worth through reproduction, and the production of sons in particular. 24 Intimate partner violence is frequently viewed as a culturally acceptable form of punishment and appropriate demonstration of masculinity. Although extreme physical violence is proscribed, 26 control, psychological abuse, neglect and isolation have become normalized. 27 Acceptance of violence is prevalent among both men and women. In India, 51% of men and 54% of women agree that a husband is justified in beating his wife in at least one of the following circumstances: if she goes out without telling him, if she neglects the house or children, if she argues with him, if she refuses to have sex with him, if she does not cook food properly, if he suspects her of being unfaithful or if she shows disrespect for her in-laws. 5 Although ings in India. For example, marital type (arranged or love), 37 satisfaction with the dowry, 37,38 parity, 38,39 childlessness 32,40 and women's employment 41, 42 have not been consistently associated with intimate partner violence across studies. Similarly, one study showed that women's partial economic contribution to the household was associated with greater odds of violence; 40 however, another study found that full responsibility for meeting household expenses was linked to increased odds, but shared responsibility was associated with decreased odds of violence. 43 Further, a study of decision-making autonomy and freedom of movement found that only selected measures, such as household wealth, tolerance of violence and decision-making autonomy, were associated with past-year intimate partner violence and that status inconsistencies, such as differences in spousal age and education, were not associated with intimate partner violence. 44 Although measures of status and empowerment are hypothesized to be associated with intimate partner violiterature on intimate partner violence in resource-poor contexts. 28 ), although experiences and attitudes related to gender have also been considered. In particular, because gender inequality (seen in household power dynamics and community norms) is thought to influence women's vulnerability to intimate partner violence, attention increasingly has been granted to associations between women's status and empowerment and intimate partner violence. [33] [34] [35] [36] Studies investigating the associations between genderrelated experiences at the individual-or household-level and intimate partner violence have revealed mixed find- gain through control of material and social resources. 47 On one hand, noncooperative bargaining and family stress theories suggest that increasing women's functional autonomy may provide resources that support their ability to take a stand against intimate partner violence (by increasing their intrahousehold bargaining power or providing them financial autonomy that gives them options outside the home) or reduce poverty-related stress within the family that may raise the risk of intimate partner violence. 39, 48, 49 On the other hand, theories of hegemonic masculinity and male backlash suggest that increasing functional autonomy may lead to women's transgression of prevailing social norms and men's decreased ability to influence spousal behavior, thereby increasing the risk that men will use violence to maintain the status quo.
39, 48, 49 Developing successful interventions to prevent intimate partner violence necessitates disentangling the potential benefits granted by resources that empower or improve the status of women from the potential harms arising from status inconsistencies between spouses, threats to hegemonic masculinity and transgression of social norms that empowerment may bring.
lence in complex and contextually varied ways, 45 current data may reflect the limits of cross-sectional studies. 1, 46 In particular, cross-sectional data limit exploration of associations between changes in women's status and empowerment and changes in their experiences of intimate partner violence.
Current Study
As the first longitudinal study to investigate correlates of changing intimate partner violence in a representative sample of women from multiple Indian contexts, the current study was designed to describe changes in intimate partner violence prevalence within marriage and to identify changes in women's experiences associated with the initiation, cessation and continuation of intimate partner violence among women from rural areas in four Indian states, adjusting for social and demographic characteristics discussed in previous studies. The study focuses on women's changing reproductive experiences, such as having a first child or having an unwanted pregnancy, and functional autonomy, a dimension of empowerment that captures the independence women 50 The sampling frame for the follow-up study included married women who were the usual residents of rural households in Bihar, Jharkhand, Maharashtra and Tamil Nadu, and who were interviewed in the original study. The sample was restricted to rural areas because it was expected that gaining complete information on family planning services
METHODS

Study Setting
Four culturally and economically distinct Indian states are included in this analysis: Bihar, Jharkhand, Maharashtra and Tamil Nadu. These states were chosen to represent di- ously demonstrated to be associated with intimate partner violence was developed from the data. Social and demographic characteristics were evaluated as control variables, and included caste, age, respondents' and husbands' educational level, and standard of living, marriage duration and parity at baseline. Intersurvey changes and events related to functional autonomy and reproduction, hypothesized to be triggers for changing experiences of violence, were evaluated as independent variables. Financial autonomy was measured by asking the women if they were allowed to set aside some money (yes or no). Freedom of movement was measured by asking the women "Do you need permission to go to the market? Visit relatives or friends?" Response options were "yes," "no" or "not allowed to go." The effect of childlessness captured the potential protection conferred by having a first child, rather than the potential risk imposed by remaining childless, because of its collinearity with parity when the latter was explored. Household decision making measured participation in decisions to seek health care, purchase jewelry, and visit friends or relatives. Women were assigned a score for each question (2=de-cided independently or jointly with their husbands, 1=de-cided with other family members and 0=their husbands or others family members decided), the scores were summed and a dichotomous variable was created (range, 0-6; 2 or less=limited authority, 3 or more=increased authority). Attitudes toward intimate partner violence captured agreement that a husband is justified in beating his wife if she neglects household responsibilities or if he suspects she is unfaithful; a composite measure was generated from the two questions and scored categorically (0=does not agree with either reason, 1=agrees with either reason, 2=agrees
would be more feasible in these areas given the complexity of service provision in urban India, and only married women were interviewed because premarital sex is strongly proscribed in India, which limits the ability to accurately measure fertility and contraceptive behavior among unmarried women. Only women aged 15-39 at baseline were included because older women (40-44 years) were not of reproductive age at follow-up. High rates of reinterview were achieved in all four states, ranging from 76% in Maharashtra to 94% in Tamil Nadu. With the exception of lower baseline contraceptive use and domestic violence prevalence in Bihar and Tamil Nadu, 50 the characteristics of the reinterviewed and nonreinterviewed samples were generally similar, indicating no significant selectivity in the reinterviewed sample. Trained female interviewers administered both surveys, either within a private area of the home or outside the home. Among the 6,437 women who completed the follow-up survey, the domestic violence module was administered to only 6,303, the youngest woman in households with multiple eligible respondents, in keeping with World Health Organization protocols for intimate partner violence research. 52 To reduce known misclassification, 713 women (11%) who reported intimate partner violence in the NFHS-2 but reported never having experienced intimate partner violence in the follow-up survey were excluded. An additional 841 women (13%) were excluded because of missing data, yielding a final sample size of 4,749 women.
Measures
•Dependent variable. A categorical variable describing changes in the report of intimate partner violence was created from the NFHS-2 and follow-up survey. In the NFHS-2, a woman who responded yes to the stem question, "Since you completed 15 years of age, have you been beaten or mistreated physically by any person," identified her husband as a perpetrator and reported an occurrence of violence in the past 12 months was classified as having experienced intimate partner violence. In the followup survey, a woman was classified as having experienced intimate partner violence if she reported that her husband had perpetrated any of the following acts at least once in the past 12 months: pushed, pulled or held her down; hit her with his fist or did something that could cause injury; kicked or dragged her; tried to strangle or burn her; or attacked her with a knife, gun or other weapon. The variable had four categories: no intimate partner violence (no report of intimate partner violence on either survey), intimate partner violence initiation (no report of violence at baseline, but report of intimate partner violence at followup), intimate partner violence cessation (report of intimate partner violence at baseline, but not at follow-up), and intimate partner violence continuation (report of intimate partner violence in both surveys).
•Control and independent variables. A comprehensive list of characteristics and experiences hypothesized or previ- have any more children at baseline and who had a child during the intersurvey period was categorized as having a pregnancy unwanted by the respondent or a pregnancy unwanted by the husband, respectively.
Analyses
Bivariate analyses were used to estimate crude associations between each independent variable and the categorical outcome. A multinomial regression model was fitted to the categorical outcome; no experience of intimate partner violence was used as the reference category. Three sets of variables were included: stable background characteristics, changes occurring between baseline and follow-up, and reproductive events occurring during the intersurvey period. When collinearity occurred or intervening variables obwith both reasons). Child death during the intersurvey period was calculated as the difference in the number of children who had ever died at baseline and the number who had ever died at follow-up, by gender, to capture the potential for son preference to mediate intimate partner violence risk. A prospective measure of gender preference was used to capture fulfillment of baseline preference for the birth of a son or a daughter during the intersurvey period. Because no differential effect was found by gender, the variables were simplified to binary measures for birth and death during the intersurvey period in the final model. Unwanted pregnancy was measured prospectively to reduce postbirth rationalization and subsequent misclassification; 12 a woman who then indicated she or her husband did not want to intimate partner violence since age 15. Seventy-two percent of respondents reported no experience of intimate partner violence at either time point; 16% reported intimate partner violence only at follow-up, 6% reported intimate partner violence only at baseline, and 7% reported intimate partner violence at both baseline and follow-up. Reported intimate partner violence increased from 13% at baseline (6% cessation, 7% continuation) to 23% at follow-up (16% initiation, 7% continuation), an increase of 77%. The distribution of intimate partner violence status differed significantly for all social and demographic characteristics except religion, age at the start of the respondent's current marriage and spousal age difference. About 14% of the sample reported a change in their relative household economic contribution between baseline and follow-up; 33% reported a change in employment status ( Table 2 , page 218). Changes in financial autonomy scured relationships, variables with the greatest predictive value were chosen for the final model. All analyses were performed using STATA 11.0.
RESULTS
Overall, most women were Hindu (88%), and 81% belonged to a scheduled caste or tribe or other backward caste (Table 1 , page 216). Some 63% of the sample was aged 29 years or younger and 62% had received no education; by contrast, 47% of respondents' husbands had at least a secondary education. Fifty-three percent of the women had a low standard of living at baseline. More than three-quarters of the women reported that their husbands were satisfied with their dowry. Half of the women in the sample had three or more children at baseline. Onequarter (24%) reported witnessing intimate partner violence in childhood; 4% reported experiencing non- ued freedom of movement and increased freedom of movement were associated with a lower risk of intimate partner violence initiation (relative risk ratio, 0.7 for each) rather than no intimate partner violence. Having a first child also was associated with lower risk of intimate partner violence initiation (0.6) rather than no intimate partner violence. The death of a child was associated with higher risk of intimate partner violence initiation rather than no intimate partner violence (1.4).
•Intimate partner violence cessation. Women for whom freedom of movement decreased had lower risk of intimate partner violence cessation rather than no intimate partner violence (relative risk ratio, 0.3). Being employed at both time points was associated with higher risk of intimate partner violence cessation rather than no intimate partner violence (2.3).
•Intimate partner violence continuation. Decreased, increased and continued financial autonomy were associated with a lower risk of intimate partner violence continuation rather than no intimate partner violence (relative risk ratio, 0.7, 0.5 and 0.5, respectively), as was having a first child (0.2). In contrast, women with a decreased or increased relative economic contribution to the household, and women who had a pregnancy they did not want, had a higher risk of intimate partner violence continuation rather than no intimate partner violence (1.8, 1.8 and 1.5, respectively).
DISCUSSION
Our study has several notable findings. First, prevalence estimates revealed a 77% increase in intimate partner violence prevalence from baseline to follow-up. These results were unexpected and suggest the complexity of intimate partner violence measurement. One possible explanation is that increased prevalence reflects an absolute increase in intimate partner violence. At the societal level, theory suggests that intimate partner violence may increase during periods of social change, when gains in functional autonomy outpace the transformation of social norms. 45 This explanation was offered by Simister and Mehta in their analysis of crime statistics and household surveys, which found a dramatic increase in intimate partner violence prevalence between 1998 and 2006. 53 However, intimate partner violence is measured by self-report, and increased prevalence may reflect increased disclosure because of changes in social desirability bias or the perceived therapeutic value of disclosure during face-to-face interviews. 54 Maturation effects, or the effect of time on the likelihood of experiencing the outcome (in this case, the effect of relationship duration on the likelihood of violence), also may explain differences in intimate partner violence experience over time, although they are less likely in the present study because exposure time was equalized by measurement of intimate partner violence within the past year at both time points. Understanding both instability in intimate partner violence reporting and population trends in India is an important goal for future research.
Complex associations emerged among intersurvey and freedom of movement were reported by 38% and 44% of the women, respectively. Nine percent had a first child. About half of the sample (49%) did not use contraceptives; 18% began using contraceptives, 32% continued using contraceptives and 2% stopped using contraceptives between surveys. Attitudes toward intimate partner violence changed for 65% of the women, with 49% reporting more agreement with common justifications for spousal abuse from baseline to follow-up. Some 46% of the women reported the same household economic conditions at baseline and follow-up, while 26% reported at follow-up that their conditions had worsened and 28% reported that they had improved. One-quarter (25%) of those with a low standard of living at baseline and 21% of those with medium or high standards of living at baseline reported no change in their economic condition at follow-up; however, 16% of women with a low standard of living at baseline and 10% of women with medium or high standards of living at baseline reported a decline in their economic condition at follow-up. Improvements in economic conditions were reported at follow-up by 12% of women with a low baseline standard of living and 16% of women with medium or high standards of living at baseline. Only decisionmaking authority was not associated with a statistically different distribution of intimate partner violence status. Between surveys, 13% of respondents experienced the death of a child (Table 3 , page 219). Almost one-quarter had a pregnancy that they (12%) or their husband did not want (11%). The birth of a child was experienced by 45% of the sample. In bivariate analyses, the distribution of intimate partner violence status varied for these measures, as well as for pregnancy termination and unfulfilled gender preference.
Regression Analysis
Key control variables included previous exposure to violence: Witnessing intimate partner violence in childhood and experiencing non-intimate partner violence were associated with a higher risk of intimate partner violence initiation (relative risk ratio, 2.4 and 2.1, respectively), cessation (1.6 and 5.3, respectively) and continuation (2.7 and 5.1, respectively) rather than no intimate partner violence (Table 4 , pages 220-221). Women who had at least a secondary education and those whose husband had at least a secondary education had a lower risk of intimate partner violence initiation (0.7 and 0.8, respectively) and continuation (0.6 for each) rather than no intimate partner violence. In addition, compared with women whose husband was unsatisfied with their dowry, women whose husband was satisfied with the dowry had lower risk of intimate partner violence initiation (0.4), cessation (0.5) and continuation (0.2), and women whose husband was neutral and those who did not bring a dowry had a lower risk of intimate partner violence initiation (0.4 and 0.5, respectively) and continuation (0.3 and 0.4, respectively).
•Intimate partner violence initiation. Among intersurvey changes and events, continued financial autonomy, contin-differences in the dimensions of functional autonomy captured by study variables, including varied temporal or causal associations and associations with unmeasured contextual variables (e.g., dyadic experiences). For example, increases in the woman's relative economic contribution may be associated with a higher risk of intimate partner violence because these increases challenge household power structures economically or symbolically (e.g., when increased access to resources grants women more independence in decision making or challenges prevailing norms and values) or because concurrent experiences increase risk (e.g., when a woman seeks employment to mitigate poverty exacerbated by spousal employment instability). Similarly, increased freedom of movement may be granted in the context of permissive familial norms and limited social repercussions or as a privilege of increased status, reflecting potentially meaningful maturation effects.
Statistical or temporal associations cannot establish causality, and investigation of the dyadic, community and social contexts in which the changes occurred were limited by the data available. These measures should be incorporated into future longitudinal research to consider how these changes may shape and interact with changing functional autonomy and intimate partner violence experience. Such research may assist theory development, in part by addressing persistent questions about the relevance of bargaining models in the absence of viable strategies to end abusive relationships and the relative significance of patriarchal social norms and hegemonic masculinity in the Indian context.
Limitations
This study is subject to several limitations. First, data from 25% of respondents were excluded from the analysis, reflecting both nonresponse and known classification error. Although instability in intimate partner violence reporting is poorly understood, analysis of excluded and included women suggested no significant differences across major social and demographic indicators or outcome categories. Second, although widespread acceptance of intimate partner violence may reduce stigma and social desirability bias, 12 intimate partner violence may be subject to underreporting, and differential reporting caused by changed measures cannot be ruled out or disentangled from the effects of social desirability bias and perceived therapeutic value of disclosure. Third, data were collected in 1998-1999 and 2002-2003. Although Simister and Mehta suggest gender norms are becoming more equitable, 53 their analyses did not stratify urban and rural areas, and Dreze and Sen argue that widespread social and demographic change has not occurred, suggesting instead that development in India has been an "unprecedented success" in terms of economic growth, but an "extraordinary failure" in terms of improvements in social indicators. 58 The survey design limited the ability to capture complex patterns of change and order temporal experiences precisely. Further research is needed to determine how changes experiences and events and shifting intimate partner violence; variables associated with higher risk for initiation generally differed from variables associated with higher risk for continuation or lower risk for cessation. Although there is limited empirical evidence to evaluate these findings, studies from resource-rich contexts offer preliminary support for different correlates for intimate partner violence initiation and continuation. 55, 56 Because changing experiences were found to be significantly associated with shifting intimate partner violence when traditional social and demographic risk factors were controlled for, future research should aim to better understand the potential for changing experiences to be novel targets of intimate partner violence prevention interventions. and physical violence may affect children directly, increasing risk for injury and death.
Reproductive Experiences
Functional Autonomy
Associations between increased functional autonomy and intimate partner violence varied across measures. Consistent with noncooperative bargaining and family stress theories, which suggest that increased functional autonomy may be associated with lower intimate partner violence risk, increased freedom of movement was associated with lower risk for initiation of intimate partner violence, and increased financial autonomy was associated with a lower risk for continuation of violence. However, consistent with theories of hegemonic masculinity and male backlash, which suggest that men may react to increased functional autonomy by using violence as a mechanism to maintain male power and control, increased relative economic contributions were associated with a higher risk of intimate partner violence continuation. Rather than favoring divergent theoretical interpretations, however, these associations may be explained by in functional autonomy and reproductive experiences are related to changes in intimate partner violence and how dyadic and community experiences shape and interact with changing individual experiences and intimate partner violence. It also must be underscored that functional autonomy is not equivalent to empowerment ("an expansion in the range of potential choices available" 45(p.85) that enable outcomes to reflect women's values), but a dimension of it. 45 Differences in functional autonomy among women reflect not only differences linked to common experiences of subordination but also individual preferences and internal constraints, 45 an aggregate understanding of which may be useful for intervention development.
Conclusion
Despite increased attention to intimate partner violence in India, there remains a critical need to better understand the implications of changes in women's status and empowerment for intimate partner violence risk, including disentangling the potential benefits and harms of increased status and empowerment for women. This study contributes to the existing literature by confirming substantial dynamism in intimate partner violence experiences in marital relationships, suggesting differences in the variables associated with violence initiation and continuation, and demonstrating associations between changes in women's lives and intimate partner violence experiences. Consistent associations between reproductive experiences and changing intimate partner violence suggest the need to research these relationships further, as developing alternate, socially sanctioned opportunities for women to gain status and power may be important if reproductive experiences precede changes in intimate partner violence. Similarly, mixed associations between measures of functional autonomy and intimate partner violence highlight the need for further research that captures the dyadic and social contexts in which intimate partner violence occurs, particularly because these contexts may affect the outcomes of interventions intended to empower women. Despite unclear population trends, these findings and contemporary analyses indicate a need to further expand the evidence base for interventions addressing intimate partner violence within marital relationships in India. Longitudinal analyses that extend these findings through more precise temporal ordering, multilevel analyses and broader population samples are important to this endeavor. 
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